Patient_______________________________ Birthdate_____________
Address________________________________ Phone #____________




2 1/2 Year Check Up

Feeding Routine:

How many servings of fruits daily?______________ Vegetables?_______________

How much milk per day?___________ Circle one: whole/ 2%/ 1%/ skim / soy

How much water does your child get per day?__________ How much juice?____________

# of Bowel Movements Daily____​​​​​_________

Is your child toilet/potty trained or working on it?________________________
How many times does your child wake during the night?_____________________

Social History:
Have there been any major changes in your family recently?

______________________________________________________________

Which daycare does your child attend?________________________________
Any questions or concerns? ___________________________________________________________________________________________________________________________________________________________________________________
Developmental Milestones: (circle all that apply)

-Point to 6 or more body parts


-Washes and dries hands
-Jumps up and down



-Plays pretend 

-Puts on clothes with help

          -Plays with other children

-Other people can understand what 

-Can use 3-4 word sentences

they are saying 50% of the time

-Knows correct animal sounds

-Brushes teeth with help
TB SCREEN (circle correct answer):

Has a family member or contact been diagnosed with TB?

Yes or No

Was your child born in a country at high risk for TB?


Yes or No 

Has your child traveled to a country at high risk for TB?

Yes or No

(For the Doctor/Nurse to fill out)

Exam date:________________
Weight:__________ Height:__________ Temp:________ BMI________
